
DIVISION OF MEDICAL ASSISTANCE 
COMMUNITY CARE SECTION 
2502 MAIL SERVICE CENTER 

RALEIGH, NORTH CAROLINA 27699-2502 
PHONE: (919) 855-4390  FAX: (919) 715-9025 

 
PDN PRIOR APPROVAL REFERRAL FORM 

  
Please submit the PDN referral form along with a doctor's letter of medical 

necessity when requesting Private Duty Nursing. 

 
PATIENT INFORMATION 

 
Name:__________________________________ MID#:_______________________________________ 
Address:________________________________ Medicare#:_________________________________ 
             ________________________________ Birth Date:__________________ Sex: _________ 
             ________________________________ Phone Number_____________________________ 

CAREGIVER INFORMATION 
 
Name:________________________________ Phone Numbers  (W)__________________________ 
Address:______________________________                          (H)__________________________  
             ______________________________ Relationship to Patient______________________ 
             ______________________________ Hours/Day Available to Care for Patient_____ 

PHYSICIAN INFORMATION 
 
Attending Name:_____________________ Phone Number:_______________________________ 
Address:______________________________ Names & Phone # of Other Physician's       
             ______________________________ Ordering Care________________________________ 
             ______________________________ ______________________________________________  

NURSING AGENCY INFORMATION 
PDN Agency:_________________________ Contact Person:______________________________ 
Address:______________________________ Phone Number:______________________________ 
             ______________________________ PDN Provider Number:      7100___________ 
             ______________________________    

INSURANCE INFORMATION 
Insurer's Name:________________________________ Policy/ID Number:__________________ 
Insurance Company and Phone Number:____________________________________________ 
Amount of PDN covered by Insurance:______________________________________________ 

MEDICAL INFORMATION 
Primary and Secondary Diagnoses that support the need for PDN:__________________ 
______________________________________________________________________________________ 
Please list the primary nursing interventions and the frequency these are 
performed: __________________________________________________________________________ 
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________ 
Number  of PDN hours requested per day:________ For how many days/week?______ 
 

 
Referred by (Name)_______________________________________ (Title):____________________ 
Agency:___________________________________________________ Phone:___________________ 

9/05 


